Introduction
V iolence against women is the highest expression of inequality between men and women. It is also a risk factor for health, which generates a wide range of negative effects, from physical lesions, psychological suffering and loss of self-esteem of the women affected, to depression and suicide attempts, if not murders. 1 These consequences generate a greater demand for health services, which becomes an opportunity for intervention due to the relationship of trust established between professionals and these women. 2 In Spain, according to Organic Law 1/2004 on Integral Protection Measures against Gender Violence, health professionals should be alert to the possibility of identifying cases of intimate partner (or expartner) violence (IPV) in the consultation. They should be able to manage these appropriately and to participate in a multi-disciplinary response in co-ordination with other institutions and sectors. 3 In integrating the response to IPV, health care centres play a leading role due to their proximity to patients. 2 The impact of the economic crisis beginning in 2007 on the socioeconomic situation of Spanish society, and the application of so-called austerity measures, or measures to reduce public spending as a political strategy, have been a constant throughout the past decade. On the one hand, the crisis in Spain has been characterized by increased unemployment and socio-economic precariousness which have negatively affected both physical and mental health. [4] [5] [6] In previous studies, we have seen an association between male unemployment and the prevalence of IPV, although not increased femicide. 5, 7 On the other hand, at the political level, the response to the crisis has been to implement austerity measures that have led to cutbacks in health and social spending which have affected the response to IPV. Legal reforms affecting the National Health System were applied by the Spanish government, which has significantly reduced the public spending in healthcare, and its staff, while the healthcare privatization has increased. 8, 9 Particularly important is the 'Royal Decree Law 16/2012 on urgent measures to guarantee the sustainability of the National Health System and to improve the quality and safety of its benefits', which reduced the budget for human resources in primary care and limited the accessibility of vulnerable groups-such as non-regularized immigrants-to primary care, among other measures. 10 It is estimated that between 2008 and 2013, the State reduced by half the policies and organizations dedicated to working for equality between women and men, which meant a reduction and loss of external resources specifically for IPV care and which, in turn, affected co-ordination with health professionals. 11 For example, several services frequently utilized by women affected by IPV, such as NGOs, closed due to budget cuts and reduced public spending on equality policies.
This study is part of a wider research project, 'How do primary health care teams learn to integrate intimate partner violence (IPV) management in Spain? A realist evaluation study', which examines how primary health-care teams approach IPV in the Spanish context. 12 Concerns about spending cuts prompted by the crisis and their impact on primary health care services and its response to IPV was a theme that emerged strongly during the interviews conducted for that project, since the fieldwork was conducted in the context of an economic recession (2013). Therefore, the objective of this study was to explore how health professionals perceived the effect of the economic crisis and associated austerity measures in the detection of and response to IPV in primary care in Spain.
Methodology

Study design
We conducted a qualitative study using semi-structured interviews with 145 health professionals (109 women and 36 men) working in 16 primary care centres in four regions of Spain (four centres in each region; table 1). As part of the larger evaluation project, in each Primary Health Care Centre (PHCC) we invited to participate in the interviews professionals from different backgrounds (Primary care centres in Spain are integrated by multi-disciplinary teams of family doctors, nurses, social workers, midwives and paediatricians, among other professionals).
Data collection
The interview guide is presented in Supplementary Appendix S1. Although the impact of the crisis was not initially contemplated in the guide, it emerged as an issue in some interviews, since the fieldwork was conducted in a period of economic recession. The interviews were conducted by four of the authors (LOG, EBV, MGQ and IG) between June and December 2013.
Ethical considerations
Interviews were digitally recorded, after receiving verbal and written consent from participants, who were informed about the study objectives and were guaranteed anonymity and confidentiality in expressing their opinions. They were assured that their participation was voluntary and that they could withdraw at any moment during the interviews without need to give any explanation. Previously, the project was presented to the regional public health authorities and to the health teams of the 16 PHCCs, who approved its implementation. Ethical approval was obtained from the Ethics Committee of the University of Alicante (Spain).
Analysis
The interviews were transcribed verbatim in Spanish. The transcripts were analyzed using an inductive thematic analysis approach following Braun and Clarke 13 by LOG, EBV and IG. To facilitate the coding process, we used the programs Open Code 3.4 and Atlas.ti-7 (ICT, 2013). Firstly, the transcripts were coded line by line, following an inductive approach creating emergent codes summarizing the content of each sentence or paragraph. Afterwards codes with similar ideas were grouped together. Codes and groups were further examined to look for thematic patterns in the data. As a secondary analysis of the data, we focused on those codes referring to the effects of the economic recession on the health care response to the IPV. The three authors involved in the analysis process met to compare their codes, discuss and negotiate the final themes, which were approved by all the authors.
Results
Three main themes were identified: 'Women endure more violence during times of economic crisis'; 'Fewer resources, fewer professionals and less time to respond to IPV' and 'Professionals' motivation as a requirement to respond to IPV'.
Women endure more violence during times of economic crisis
This theme refers to professionals' perception that economic precariousness triggers violence against women and also makes women more hesitant to put an end to violent relationships. Health professionals explained how socio-economic precariousness derived from the crisis may be leading to more IPV. On the one hand, they expressed their view that unemployment and/or economic problems are hostile environments that can generate or aggravate IPV due to male frustration (Box 1, Quote 1).
On the other hand, the professionals considered that the economic crisis might increase women's economic dependence on Box 1 Quotes illustrating the theme 'Women endure more violence during times of economic crisis'
Quote 1 'And their husbands may be violent, and unemployed. . . that doesń t help. This situation generates more violence because hardship is always a trigger for violence.' (Psychologist, PHCC 1) Quote 2 'There seem to be fewer cases but maybe this isń t really so: they may put up with more, they doń t report,. . . that seems to be the reason. I suppose the volume of cases is the same or even greater with the crisis, but it is true that we have seen fewer complaints.' (Physician, PHCC 1) their husbands or partners, given the reduced employment opportunities currently available, which made it hard to leave a violent relationship. They also stated that, despite this perception of increased IPV due to socio-economic precariousness, the number of women who file complaints is decreasing. They considered that this confirmed the added difficulties women faced in leaving a violent situation in times of economic instability (Box 1, Quote 2).
Fewer resources, fewer professionals and less time to respond to IPV Health professionals can only take care of what is essential, and that does not include violence
Health professionals perceived that the austerity measures applied to health and social services lead to increased workload, which also leads to less time for consultation. Another effect of the austerity measures is the paralysis of health centre activities like clinical sessions or continuing education, which negatively impact both IPV detection and care for this problem. The fact that there were fewer staff members and no substitutions made it difficult to deal adequately with problems that require more time, such as detecting IPV during the consultation, or responding to a woman who has been identified as a victim of IPV.
In this context of economic crisis and austerity measures in which health professionals carried out their daily work, responding to IPV was not considered a priority for most of them. Priority was put on diagnosing and treating diseases, and even with such cases it was difficult to dig deep enough (Box 2, Quotes 1, 2 and 3).
Cutbacks and difficulties of professionals to continue IPV training
The austerity measures have also affected the financing of continuing education programmes for health professionals, including IPV.
These awareness programmes included dissemination of the national protocol on health care for IPV and taught professionals how to respond to IPV. Professionals reported that fewer courses were being offered and, that it was harder for them to participate, i.e. courses were offered during working hours with no substitutions, which meant that they had to find their own substitutes among their colleagues, appealing to their willingness to volunteer, which was not easy (Box 2, Quote 4).
Cutbacks in external IPV resources with which primary care co-ordinates
The austerity measures applied also affected other public resources with which the health centres co-ordinated to offer a comprehensive response to IPV, for example, external social resources (centres for attention to IPV, shelters, NGOs, etc.) and specific resources like the criminal courts for gender violence. Health care professionals said that they have seen a reduction in the number of resources for IPV, and those that remained had reduced the number of professionals.
The general result of applying austerity measures in this field was that health professionals had fewer resources to offer to women exposed to IPV. They perceived that care after IPV detection was slowed down because, due to budget cuts, the post-detection mechanisms and possible reporting of IPV was inadequate (Box 2, Quote 5).
Professionals' motivation as a requirement to respond to IPV
In this context, professional motivation stemming from professionals' ethics emerged as a requirement to continue offering an effective response to IPV. Their motivation stemmed from the belief that the people they cared for should not have to pay the consequences of the austerity measures. They made up for the shortcomings in their workplace by increasing their professional efforts, which affected their personal lives, for example, by going to continuing education courses outside of work hours, which they noted was difficult to sustain over time (Box 3, Quotes 1 and 2).
Discussion
The healthcare professionals interviewed perceived that the precarious economic situation deriving from the crisis made it more difficult for women to leave a violent relationship due to their reduced autonomy, and that in turn the austerity measures made it hard to provide a professional response to IPV. Public resources, instead of serving as a buffer, were too limited to be able to attend to these cases, leaving the response to women exposed to violence at the mercy of professionals' willingness to volunteer their services. Furthermore, they stated that the fact that women were not economically independent made them more vulnerable to this problem. The historical disadvantage of women in the labour market due to the salary gap (lower salaries), the glass ceiling (assuming the majority of childcare tasks) and horizontal segregation (relegation to care jobs), among other factors, has 'There are fewer places in shelters.' (Physician, PHCC 1). 'There was an office for victims of crime here, but they took it away a year ago due to the cutbacks.' (Social Worker, PHCC 5). 'It's getting worse and worse, because at the service level, for example, before, social services formed women's groups, then more and more cutbacks.' (Sexologist, PHCC 8) Box 3 Quotes illustrating the theme 'Professionals' motivation as a requirement to respond to IPV' Quote 1 'We think about people, that there's no reason they should pay for these problems and we keep going, we keep going.' (Nurse, PHCC 2) Quote 2 'We have to have such a vocation and so much love for our work to not only do our normal work but also to take the trouble to continue our education.' (Paediatrician, PHCC 14) 'But it's true that motivation is sometimes reduced, because the situation and the context are not very favourable.' (Social Worker, PHCC 2) been aggravated during the crisis due to the high unemployment rate in Spain, around 22.4%. [13] [14] [15] Studies like those of Sanz-Barbero et al. 7 show how long-term unemployment and wage inequality are associated with an increase in IPV against women. However, another study by the same authors shows that femicide has not increased during the economic crisis. 5 The authors argue that the reduced number of separations and divorces in this period may explain these results since these are situations that increase the risk of femicide. [16] [17] [18] The perceptions of the professionals interviewed coincide with official data on the reduced contracting of human resources in primary care given that the budget cutbacks in the national health system reached 70 464 million euros between 2009 and 2014 (an 18% reduction). 19 Previous studies carried out in the context of primary care in Spain have observed that professionals have less time to care for their patients, and they feel that this affects both the speed and quality of care. [20] [21] [22] [23] Official data show that, on the one hand, primary care doctors must care for an average of 40-50 patients a day and, on the other, 52% of the people who request care in health centres do not receive it on the same day, while 11% take more than a week. 22 Applied to IPV, this could affect the ability to detect and care for cases. Results have shown that the lack of time is a barrier to providers implements the biopsychosocial and person-centred approach during their consultations, decreasing the possibility to detect symptoms with no identifiable organic cause related to contextual, subjective and sex/gender-related factors. In addition, team activities and continuing education have been reduced, which hinders a biopsychosocial approach in the consultation and is contrary to recommendations for dealing more effectively and efficiently with IPV. 2, [24] [25] [26] Several studies have already shown that health workers' lack of time and lack of preparation are among the barriers to better care in the health services for women suffering from IVP. [27] [28] [29] [30] Ensuring the quality of care and implementation of a biopsychosocial approach in primary care requires adequate time in the consultation, community work, teamwork and investment in training of health professionals. 2 Specifically, Goicolea et al. 31 confirm the importance of working with a women's-centred approach to integrate the response to IPV. This focus is more difficult when the consultation time is short or when the primary care team lacks adequate training to carry it out. Health professionals perceived that austerity measures also made it difficult to co-ordinate with and refer women to external resources and services specifically aimed at women who suffer IPV. The reduction and, in some cases disappearance, of specific services or resources such as offices for victims of crime, self-help groups, places in shelters and staff have meant that referrals to these external resources do not offer adequate comprehensive care for these women. 32, 33 The United Nations Report on the application in Spain of the Convention on the Elimination of All Forms of Discrimination against Women (CEDAW) 11 shows the lack of intervention structures for all forms of gender violence and the increased territorial reduction and imbalance in comprehensive care after the economic crisis. The report warns that, since the economic crisis began, and especially since 2011, comprehensive care has been at risk in the absence of a norm or political agreement that guarantees minimum standards of availability, accessibility and quality. Specifically, since 2011 the quantity and quality of public services have declined. 11, 34 Finally, with regard to health professionals' motivation, it is important to note the essential role they play in managing IPV. Professionals perceived that their motivation stemming from their professional ethics, moved them to provide an adequate response to IPV, despite the discouraging working situation. Their motivation is to serve people adequately so that they do not suffer the negative consequences of the cutbacks, something already seen in other studies. 20 
Strengths and limitations
The results of this paper are based on impressions from the health care staff, so the first category 'Women endure more violence during times of economic crisis' may be speculative. Interviewing the helpseeking women themselves would add an insider perception of the phenomenon. We followed an emergent design, since the phenomenon explored herein was not planned beforehand, but emerged during the data collection. It implied that interviews might have not deepen into the impact of the economic recession in the primary health care response to IPV. Even so, since the number of interviews was large and from a variety of PHCC and profiles, the information collected was sufficient to answer the research question, achieving saturation. During the analysis we did not observe differences in patterns of response by gender or professional group, which could be explained due to the characteristics of the sample. On the one hand, the majority of the participants were women, since the majority of primary health care professionals in Spain are women. On the other hand, comparing between professional groups was not the objective of this qualitative analysis. Each professional has different roles in responding to IPV and in the current study we were interested in the primary health care team response in general, not the specific responses from each professional category. Future articles of this project will include several analysis focused on specific professionals groups. Applying the criteria to enhance trustworthiness in qualitative research of Lincoln and Guba 37 helped to enhance dependability, which was also enhanced by contextualizing the results to help readers evaluate if these findings may be similar in other social contexts. Credibility was enhanced by including quotations from the interviews to show how the authors' interpretations are grounded in data, by triangulation both of participants with different profiles and researchers with different backgrounds (nursing, medicine, social work, sociology, public health and gender studies) interpreting data, and by using the original Spanish version for coding; translation into English only took place when the results were drafted.
Conclusions
Our findings illustrate that in the context of the economic crisis in Spain since 2008, health professionals perceived that there is an increased workload and a loss of quality of care, making this health problem more difficult to detect in the health services and specifically in primary care. Despite the fact that health professionals are obliged to promote actions for early detection and support of victims by the Organic Law on Measures for Comprehensive Protection against Gender Violence, the austerity measures, which also hinder training and teamwork in primary care, are posing an obstacle for health services to adequately address this problem. It is necessary to continue carrying out awareness programmes and training of health personnel, and to improve and promote early diagnosis, care and rehabilitation of women exposed to IPV. The strategy at the governmental level must also change so as to provide more rather than fewer resources to those services that, like primary care, respond and must respond to this important public health problem.
Supplementary data
Supplementary data are available at EURPUB online.
